Intersectoral action between public agencies across policy sectors, and between levels of government, is seen as essential for effective action by governments to address social determinants of health (SDH) and to reduce health inequities. The health sector has been identified as having a crucial stewardship role, to engage other policy sectors in action to address the impacts of their policies on health. This article reports on research to investigate intersectoral action on SDH and health inequities in Australian health policy. We gathered and individually analysed 266 policy documents, being all of the published, strategic health policies of the national Australian government and eight State/ Territory governments, current at the time of sampling in late 2012-early 2013. Our analysis showed that strategies for intersectoral action were common in Australian health policy, but predominantly concerned with extending access to individualized medical or behavioural interventions to client groups in other policy sectors. Where intersectoral strategies did propose action on SDH (other than access to health-care), they were mostly limited to addressing proximal factors, rather than policy settings affecting the distribution of socioeconomic resources. There was little evidence of engagement between the health sector and those policy sectors most able to influence systemic socioeconomic inequalities in Australia.
INTRODUCTION
A large body of evidence has identified a range of social, economic, psychosocial and cultural factors as social determinants of health and health equity (SDH/HE) (Marmot and Wilkinson, 1999; Hetzel et al., 2004; Marmot et al., 2012) . The World Health Organization (WHO) Commission on the Social Determinants of Health (CSDH) (Commission on the Social Determinants of Health (CSDH), 2008) drew on such evidence to argue that SDH/HE include circumstances of daily life, social position as shaped by income, education, occupation, gender or ethnicity, and the distribution of socioeconomic, political and cultural conditions.
In light of evidence on SDH/HE, WHO and others have argued that national governments' role in securing population health must include, but go beyond, the conventional concerns of health departments with health-care services, environmental hygiene or contagious disease control, and seek to improve health and reduce health inequities by understanding and addressing the health effects of policies across all portfolio areas (Marmot and Friel, 2008; First Global Ministerial Conference on Healthy Lifestyles and Non-communicable Disease Control, 2011; World Health Organization, 2013) . Local (municipal) government has also been identified as another tier of government having an important role to play in addressing SDH/HE (Campbell, 2010; Friel and Global Research Network on Urban Health Equity, 2010) .
Intersectoral action for health has been defined as collaborative actions between government agencies and/or levels of government on 'health or health equity outcomes or on the determinants of health or health equity' [(Public Health Agency of Canada and World Health Organization, 2008), p.2]. It may take a variety of forms, depending on the political and social systems in which it occurs and the issues addressed, and does not necessarily involve the health sector.
Regarding the particular role of the health sector, a number of reports and commentaries have recommended that, alongside provision of health-care and other individualized interventions, the health sector should adopt an active 'stewardship' role to address SDH/HE in its own policies while also engaging other sectors to understand and address the health effects of their policies (Baum et al., 2009 ; Commission on the Social Determinants of Health, 2008; Friel, 2009 ). Strategies such as 'Health in All Policies' (HiAP) programmes have explicitly sought to implement such an approach (Kickbusch, 2010) . However, in many jurisdictions, health policy remains focused mainly on biomedical strategies to treat or prevent disease and health promotion strategies aimed at motivating individual behaviour change in diet, exercise, smoking and alcohol use (Fisher et al., 2016; Bryant et al., 2011 , Baum et al., 2009 ). There has been little research to investigate in detail how national health sectors are dealing with these tensions between clinical treatment and preventive activity across sectors in policy, and how, if in any way, they are seeking to enact the kind of stewardship role described above. This article reports on research to investigate intersectoral action involving the health sector as described in the strategic health policies of the national and all State/Territory governments in Australia. We report on the analysis of 266 health policy documents which examined:
(i) How and to what extent do Australian governments' health policies incorporate goals and strategies for intersectoral action? (ii) To what extent do these goals and strategies address SDH and health inequities?
The research was conducted as part of a wider project using policy document analysis, case studies on policy development processes, and political science theory to understand the extent to which Australian governments' health policies address SDH/HE; and what factors in the policy-making process influence SDH/HE getting onto the health policy agenda.
The Australian health policy environment
Along with the Australian (national) government, there are eight regional State and Territory (hereafter, 'State') governments; and fiscal and legislative responsibilities for health policy are divided between the two levels in complex ways (Woodward et al., 2010) . The national government funds general practice services through fee-for-service, jointly funds public hospitals with the States and (sometimes) provides funding to States for specific initiatives including health promotion. State governments manage public hospitals, community health services and health promotion programmes within their jurisdictions. A third tier of government is local (municipal) governments, which are created and regulated under States' legislation and play some role in delivery of health services or programmes. Health policy often bridges the national/State/ local government divide and policies on the same topic are common across jurisdictions. This policy environment complicates intersectoral action.
METHODS
The methods applied in the document analysis phase of this research are described in greater detail elsewhere .
Data gathering
During the period December 2012 to February 2013, the team gathered electronic copies of all public, current (at the time), strategic health policies from all nine Australian governments. We defined these as either:
(i) A health department policy describing principles, goals and strategies for action in any area of departmental responsibility for population health or health services. (ii) A whole-of-government policy, involving the health department, describing principles, goals and strategies for action on a recognized health issue.
The second category allowed for inclusion of policies on recognized health issues from 'higher-level' agencies such as the department of the government leader and Cabinet, provided they identified responsibilities for the health department. Such policies were found in every jurisdiction and all in one way or another were focused on motivating intersectoral action. Two members of the research team independently audited each government's health department website, and together developed an initial list of policies meeting the above criteria. This list was then sent to a senior-level health department staff member in each jurisdiction who checked if all listed items were current policy and if any potentially relevant documents were missing. Policies were removed or added ( provided they met our criteria) according to their feedback. This process produced a data set of 266 documents.
Document analysis
The research team developed an a priori coding framework for thematic analysis of policy text, which was tested and revised to produce a final structure. The coding framework was constructed on the basis of work by Dahlgren and Whitehead (Dahlgren and Whitehead, 2006) , Baum (2008) and Carter et al. (Carter et al., 2009) to pick out sections of text conveying:
(i) normative values (ii) general acknowledgement or more detailed auditing of salient evidence on SDH/HE (iii) goals for improvements in population health; (iv) objectives for improved operational performance and (v) strategies for action.
Policies were coded using the NVivo 10 software. We applied the framework to conduct detailed textual analysis of each document. Initially, individual policies were coded separately by two team members, and outcomes discussed to ensure consistent interpretation. In relation to goals for health improvement, sub-codes were designed to assess the extent to which policies aimed to improve health equitably. We distinguished between goals which aimed: to improve health in the general population, or within a designated group; or to close a health gap, or level-up a health gradient. With goals related to specific groups, we distinguished between 'illness groups', 'equity groups' and other groups: 'illness' groups were those identified in the text according to an existing illness; an 'equity group' was any group identified in the text where (according to our knowledge of evidence) that group is subject to systemic social disadvantage and the disadvantage contributes to worse health outcomes, relative to the wider population. Equity groups included: people in rural/regional/remote areas, low-socioeconomic status (SES) groups, Aboriginal and Torres Strait Islander people, and refugees. 'Other' groups included children and older people. We distinguished between goals to improve health in equity groups, and goals to reduce a health gap or gradient because it is possible to achieve the former without necessarily achieving the latter (Dahlgren and Whitehead, 2006) .
Within policy documents, we identified objectives as stated aims for improved operational performance, and strategies as stated current or intended actions to achieve aims. We sub-coded both objectives and strategies according to 13 areas of activity as given in Table 1 . Use of these categories allowed us to assess the extent to which objectives and strategies identified were concerned with healthcare delivery, individualized forms of disease prevention or health promotion, or addressing SDH/HE outside of health-care.
With strategies, we also cross-coded each identified strategy according to our interpretation of the intended health outcome, using the same categories applied to health goals. This enabled us to assess both the kind of strategies proposed and the extent to which strategies addressed HE. The coding structure used for goals, objectives and strategies is given in Table 1 .
We coded strategies as addressing SDH when they intended to change social, economic or cultural environments in order to improve health; and coded strategies as addressing disease prevention or health promotion (but not addressing SDH) when they intended to change individuals' attributes, choices or behaviours to reduce a health risk, e.g. a stop-smoking programme, or a clean needle programme for intravenous drug users.
We coded as 'intersectoral' any identified objective or strategy which (as described) involved the health sector and:
(i) other ('non-health') public agencies within one level of government, or across levels; (ii) or Non-Government Organisations (NGOs) outside of health-care providers (iii) or private sector organisations.
We did not code as 'intersectoral' those objectives or strategies that involved collaboration between Commonwealth and State health sectors purely for the delivery of healthcare services (hereafter, we will use the terms 'other agencies' to refer to public agencies not within the health sector, and 'other policy sectors' to refer to government sectors other than the health sector).
RESULTS

Recognition and objectives
Policies in all jurisdictions frequently identified a need for intersectoral action to achieve goals for improved health or reduced health inequities. Often, but not always, this was explicitly linked to recognition of SDH/HE, as in the following examples:
Oral health needs to be an integral part of coalitions and leadership at a national level to address broad health outcomes and health determinants that have a disproportionate impact on low income groups. Healthy Mouths Healthy Lives: Australia's National Oral Health Plan 2004-2013 NSW Health recognises that efforts to address ill health and health inequities cannot succeed unless the social determinants of health are also addressed. To do so, NSW Health must work effectively in partnerships with a broad range of other government and non-government agencies. NSW Integrated Primary and Community Health Policy 2007 Policy -2012 A small number of policies presented a view of intersectoral action on SDH/HE as a desirable policy approach (to augment action of the Health sector), but one that ought to occur among agencies of other policy sectors.
We identified specific objectives for improved intersectoral action in around half the policies in each jurisdiction, as per the first example below, some of which expressed intent to address SDH/HE, as per the second example:
. . . this plan seeks to establish a world-leading prevention system that will ensure more effective, better coordinated activity across government and communities. Victorian Public Health and Wellbeing Plan 2011-2015 In rural and remote areas, partnerships across health-care sectors and between health-care providers and other sectors will help address the economic and social determinants of health that are essential to meeting the needs of these communities. National Strategic Framework for Rural and Remote Health 2012
Policy mechanisms
We identified a wide range of higher-level governance mechanisms for intersectoral action on health issues within jurisdictions or across levels of government (see Table 2 ). In the policies we analysed, these mechanisms were proposed to structure a variety of intersectoral activities, which did not always include strategies to address 
Other sectors/agencies involved in intersectoral action
Other agencies that we identified as participants in intersectoral health policies included national or State government agencies in areas of: education and early child development; social services; social housing; recreation and sport; policing, the court system and prisons; urban planning and, to a lesser extent, environment. Government agencies dealing with policy areas such as taxation, finance, welfare/social security, industry and workplace relations, foreign affairs and trade, agriculture or mining and energy were largely absent in the policies analysed (noting that some of these areas are predominantly governed at a national level).
Local governments figured prominently in intersectoral policies at the State level, and occasionally in national policies, and were assigned roles including environmental health, creating healthy settings and community development.
NGOs that most commonly featured in the policies were: health promotion or social service organizations; community health services; community-based organizations; universities and Aboriginal community-controlled primary health-care organizations. Aboriginal representative or community-based organizations were also identified as partners within most policies focused on improving Aboriginal or Torres Strait Islander peoples' health.
Private sector organizations most frequently mentioned as partners included: companies operating in the food and alcohol industries; employers generally (in relation to workplace health programmes, or worker safety); employment services; architects and builders and pharmacists.
Extending the reach of health-care and individualized health promotion
In examining policy strategies, we found that proposals for intersectoral action-in various forms-were common, but only a lesser sub-set of these proposed actions addressed a SDH/HE. The greater proportion of all intersectoral strategies, within and across jurisdictions, were concerned with improving access to health-care services or individualized disease prevention, health promotion or harm minimization interventions. For example, within Victoria's policies we coded ∼550 strategies as intersectoral, drawn from 26 of 31 policy documents. However, only ∼20% of those strategies were also coded as addressing a SDH (outside of access to health-care), while 56% were also coded as strategies focused on health-care or individualized promotion/prevention. In other jurisdictions, the proportion of intersectoral strategies involving health-care and individualized promotion/prevention was always larger than that involving action on a SDH, usually by a considerable margin. South Australia and Tasmania had the equal highest proportion of intersectoral strategies proposing action on a SDH, at 24%. We found three main types of strategy within the group of intersectoral strategies not addressing a SDH: strategies to improve access to health-care, intensive multi-service interventions targeting high-need groups, and strategies to improve health behaviours, literacy and/or resilience. In the following paragraphs, we describe these types and provide examples.
Around a third to a half of all the intersectoral strategies identified in each jurisdiction aimed to engage with agencies in other policy sectors to improve access to remedial or preventive health-care for those agencies' client groups. Agencies administering the court and prison systems, the education sector, and alcohol and drug services were the most common partners here. For example:
Further the working relationship between the alcohol and other drug sector and other key sectors such as mental health and justice to provide improved and coordinated services for people with both mental health and alcohol and/or drug problems. Drug and Alcohol Interagency Strategic Framework for Western Australia 2011 Australia -2015 Ensure the continuation and/or expansion of school dental services to provide regular and timely check-ups and preventively focused oral health care for children and adolescents. Healthy Mouths Healthy Lives: Australia's National Oral Health Plan 2004 -2013 A small subset of intersectoral strategies described intensive multi-service interventions directed towards target groups seen as subject to multiple, intersecting health, behavioural and/or social problems. Strategies described an approach where several localized services, including health-care services, were to work together as a network for cross-referral, information sharing and/or case management in providing services to members of these groups. Intersectoral strategies to improve access to health-care or to deliver intensive multi-service interventions were mostly directed towards either equity groups or illness groups.
We found around a quarter of intersectoral strategies involved collaboration between health and other agencies to deliver interventions aiming to improve individuals' health behaviours, health literacy or coping skills (resilience). Many of these strategies were found in policies focused on health promotion, and aimed to deliver individualized health promotion programmes in places such as schools, workplaces or community settings. Strategies of this type were roughly evenly divided between those directed towards general population groups such as children or employees, and those directed towards equity or illness groups. Many of the State-level health promotion policies we analysed were linked to a National Partnership Agreement on Preventive Health, which provided substantial funding for programmes delivered via State or local governments between 2009 and 2015. We found this policy adopted a predominantly individualized approach to health promotion, which was reflected in the State-level policies linked to it. Along with other public agencies, NGOs focused on health issues and (in a few instances) private sector organizations also featured as partners in this kind of strategy. The following passages provide examples:
Engage a range of community settings, including schools and workplaces, in mental health promotion activities to increase awareness and organisational capacity, build resilience, reduce risk factors and increase protective factors.
South Australia's Mental Health and Wellbeing Policy 2010-2015
Commonwealth to develop a national healthy workplace charter with peak employer groups, [. . .] supporting the development of nationally agreed standards of workplace based prevention programs, and national awards for healthy workplace achievements. National Partnership Agreement on Preventive Health 2009 Health -2015 Beyond the three kinds of strategy described above, other intersectoral strategies not addressing a SDH/HE outside of access to health-care included policy cooperation with, or outsourcing to, private companies in relation to aspects of health-care services, and strategies relating to health research or health-care workforce development involving the tertiary education sector.
Intersectoral strategies addressing SDH/HE
Within the health policies analysed, intersectoral strategies proposed action in a range of well-recognized SDH domains outside of health-care including: SES (e.g. education and housing); healthy settings (e.g. urban form and food environments); social relationships (e.g. social support and community development); socio-cultural factors (e.g. racism) and environments supportive of early child development (e.g. provision of pre-school education). Some of these strategies addressed needs within disadvantaged groups; some were directed towards the general population or groups such as children.
Within the group of intersectoral strategies that did address SDH/HE outside of access to health-care, we again found three main types of strategy: strategies focused on intersectoral governance, social inclusion strategies targeting specific need groups and strategies to create healthy settings. These types are similar to those identified elsewhere (Public Health Agency of Canada and World Health Organization, 2008) . We note that individual policies we examined which proposed intersectoral strategies on SDH/HE did not necessarily display only one such model of action, but sometimes encompassed elements of several.
Strategies focused on intersectoral governance used one or other of the governance mechanisms noted above, in Table 2 , as an authoritative tool to engage a number of government agencies on a health issue-within or across levels of government-at the level of policy making, funding, reporting and/or governance; for example: We found that national policies agreed through COAG on 'Closing the Gap' in health and other outcomes between Aboriginal and non-Aboriginal Australians (such as that quoted above) were the only policies that proposed a governance framework for coordinated, intersectoral action on a number of social and economic determinants of health, in order to reduce a health inequity. Governance tools included: agreed roles and implementation plans for State government agencies; defined outcomes measures of progress over a specified period towards reducing, or eliminating, inequities in health and education outcomes and an annual report on progress from the Prime Minister to the national parliament.
At the State level, we found public health legislation in South Australia and Victoria unusual, because in each case it went beyond conventional areas such as contagious disease control and environmental health and required local governments to engage in public health planning, taking account of evidence on population health and health determinants. For example, the Victorian Public Health and Wellbeing Act 2008 requires local governments to maintain a municipal public health and wellbeing plan, which includes 'an examination of data about health status and health determinants in the municipal district'.
The South Australia's Strategic Plan (SASP) set specific goals, some of which addressed SDH/HE, and required that 'every Minister who presents submissions to Cabinet must outline how their proposal will help meet the targets set out in the Plan'. South Australian's Health in All Policies programme facilitated links between the health sector and other State agencies to address SDH/HE while also achieving SASP targets (Kickbusch and Buckett, 2010) .
Another distinct type of strategy among intersectoral strategies addressing SDH/HE were those that aimed to facilitate social and economic participation for a particular equity or illness target group (most frequently, people with a disability, people with an on-going mental illness, or homeless people). Most mental health policies, for example, included intersectoral strategies linking clients of mental health services to social housing or governmentfunded employment services, with aims to facilitate a 'recovery' process whereby individuals are supported to achieve a healthier, more stable and socially engaged life. Disability strategies addressed physical or discriminatory barriers to publicly funded services or employment opportunities. The following passage illustrates this type of strategy: A third, major type of intersectoral strategy we found that did address SDH/HE was a group of strategies to create healthy settings by changing environments to facilitate healthy behaviours, or by engaging community actors in building social capital and taking locally based actions relevant to health. It was not unusual to find these two forms of activity combined within individual policies. However, around half the strategies identified here were narrow in scope, such as those to change menu choices in school canteens. Some strategies of this type addressed broad population groups (e.g. access to green space in urban areas); while others were directed towards disadvantaged areas or population groups, including Aboriginal communities. Policies focused on health promotion, food and nutrition and/or exercise were prominent in proposing intersectoral healthy-settings strategies. The following passages are examples, with the first indicative of a more systemic approach to developing healthy settings, and the latter exemplifying a narrower, 'healthy choices' approach:
Facilitate the establishment of food-related social enterprises as part of supporting sustainable local food systems. This will involve fostering relationships between large industry and small business operators through skills development mentoring programs and increasing access to finance and social enterprise innovation funds. Food for all Tasmanians: A food security strategy (2012) Promote healthy food choices and reduce the availability and promotion of unhealthy choices in public places, starting with those that involve children and families, for example in parks, gardens, the zoo, and sporting and recreation venues. The Eat Well Be Active Strategy for South Australia 2011-16 Other intersectoral strategies addressing SDH/HE focused on early child development, as per the example below, and regulatory strategies in areas such as tobacco control.
Child and Family Centres are currently being developed throughout Tasmania. They represent a major policy shift [. . .] towards the integration of early childhood services in health, early education and care for 0 to 5 year olds. Our children Our young people Our future 2011-2021 (Tasmania)
DISCUSSION
Extending individualized approaches into other sectors
We found that health policies in all jurisdictions identified a need for improved intersectoral action on health issues, and referred to evidence on SDH/HE to justify these claims. In each jurisdiction around a third to half of all policies set objectives for improved intersectoral action, and some of these expressed intent for improved outcomes on SDH/HE. However, while we found significant numbers of intersectoral strategies in each jurisdiction's policies, only a relatively small proportion of these proposed action to address SDH/HE outside of access to health-care. This shows that, in Australian health policy, a strong commitment to intersectoral action on health issues does not lead to equally strong commitment to intersectoral action addressing SDH/HE. On the contrary, we found intersectoral strategies involving the health sector more commonly conceived problems in terms of individual pathology or cognitive/behavioural deficits, and solutions in term of individualized interventions to remediate those deficits.
Access to health-care is an important determinant of health, and it is important for health agencies to collaborate with other sectors to improve such access, especially for groups who may face barriers to accessing primary health-care (Anaf et al., 2014) . However, our findings show that the dominance of individualized biomedical and behavioural perspectives on health and illness often typical of health sector policy (Baum et al., 2009; Tesh, 1988) also characterizes much of the Australian health sector's policy relationships with other sectors. Where this occurs, other more social and structural policy options to address the issues at hand may not be considered. Our findings on the policy relationship between the health sector and the justice sector (covering policing, courts and jails) provide a case in point. Incarceration is now identified as a significant determinant of health in Australia with disproportionate, adverse impacts on Aboriginal and Torres Strait Islander peoples (Krieg, 2006; Amnesty International Australia, 2015) , and preventive, social approaches such as 'justice reinvestment' show evidence of success (Justice Centre: The Council of State Governments, 2014). However, the intersectoral strategies we identified between the health and justice sectors consisted entirely of strategies to improve access to health-care or individualbehavioural interventions for individuals already in the court system or in jail.
The dominance of an individualized approach was also seen in the intensive, multi-service type of strategy described earlier. On the face of it, these strategies meet the description of 'joined-up' intersectoral policy action to address 'complex' health and social problems (Blair, 1997) . However, our findings show these strategies did not incorporate action to address SDH/HE, but instead proposed a concentrated, linked set of social and health service interventions applied to individuals or families within a defined target group. As with other individualized strategies, this approach locates the problem to be solved in the purported deficits of individuals, to be remediated through the proposed, combined interventions of agencies in multiple sectors. Thus, it applies a deficit approach to public health, described as 'identifying problems and needs of populations that require professional resources and high levels of dependence on hospital and welfare services' [ (Morgan and Ziglio, 2007), p. 18] .
Our findings support the view that an individualized approach to health is a barrier to effective intersectoral action on SDH/HE (Public Health Agency of Canada and World Health Organization, 2008) . Individualizing health problems have political appeal for the neo-liberal form of politics ) that has developed in Australia since the 1990's. Identifying the phenomenon of individualization in intersectoral health policy extends the concept of 'lifestyle drift' articulated by Hunter et al. (Hunter et al., 2010) , and warrants further analysis using perspectives drawn from political theory to explain its underlying causes; something we aim to do in further publications arising from this research. Some early theorizing about this topic is appearing in the literature (Carey and Crammond, 2015) Intersectoral action on SDH/HE Our finding that policies in all jurisdictions frequently identified a need for intersectoral action and referred to evidence on SDH/HE, suggests that whole-of-government action on SDH/HE has gained some traction with Australian health policy-makers. In most jurisdictions, we found some policies where the 'higher-level governance' mechanisms, such as those given in Table 2 , led to strategies addressing SDH/ HE, suggesting Australian government leaders were at times using a variety of mechanisms to extend policy action on SDH/HE beyond the health sector. The policies of South Australian and Tasmanian governments (as of 2012-2013) were particularly prominent in this regard. The authoritative mandate provided by an agency such as a Department of Premier and Cabinet (DPC) was crucial for engaging agencies across sectors on health issues (Kickbusch and Buckett, 2010) .
The healthy settings strategies we identified as incorporating actions to create health-promoting environments and engage community actors appear to be an area of significant potential for intersectoral action on SDH/HE. These largely were found at the State level, and partner organizations included local governments, schools, social housing agencies, community groups, community health services and other NGOs. Such strategies presented an assetbuilding approach to health promotion and disease prevention (Morgan and Ziglio, 2007) , and can address SDH/HE by: circumventing the stigma associated with deficit-based strategies in disadvantaged areas (Scambler, 2006) ; empowering community actors and groups as decision makers and participants in activities likely to improve health and build social capital (Laverack, 2006) and enhancing a sense of control (Tsey, 2008) . Requirements in public health legislation for regular planning and action on public health by local governments, as we found in two States, may help to embed such activity in the policy environment.
A significant limitation was that, in all of the intersectoral strategies addressing SDH/HE we identified, the policy sectors most able to influence the broader distribution of social and economic resources were absent as policy partners. Critical policy action to reduce systemic forms of social, economic or cultural inequality was largely missing. Where policy sectors such as departments responsible for education or public housing were involved, strategies on SDH/HE did not address broader distributional issues. Instead they focused on localized healthy settings strategies or service-level housing or employment supports for specific target groups. This suggests that intersectoral strategies to address health inequities in Australian health policy, even when they do address SDH, are predominantly limited to actions to improve people's proximal circumstances, and do not extend to actions to address the policy drivers of broader socioeconomic inequalities, which are the underlying causes of health inequities (Commission on the Social Determinants of Health, 2008) . The one exception to this was the set of intersectoral strategies identified in national 'Closing the Gap' policies, where some strategies to address the structural causes of health inequities affecting Aboriginal and Torres Strait Islander people were in evidence. These policies demonstrate the potential for intersectoral governance strategies launched at the national level to address health inequities systemically, but were an isolated instance. Comparable national policy on health promotion adopted a predominantly individualbehavioural approach.
The federal government in Australia controls the distribution of resources to the states and controls key policy settings relevant to SDH: taxation, social security, industry, education funding, employment and trade. National leadership is, therefore, important to significantly decrease socioeconomic and health inequity in Australia. Socioeconomic inequality has increased in Australia over recent decades (OECD Directorate for Employment Labour and Social Affairs, 2011), including in areas of housing affordability (Yates, 2008) , and employment status (Australian Council of Trade Unions, 2011).
Limitations of the research
Our analysis of policy documents took their content as written and did not assess policy implementation. Furthermore, our analysis of Australian governments' intersectoral actions on SDH/HE only considers those involving the health sector. Further research is needed to investigate intersectoral actions affecting health and HE that do not involve the health sector. Finally, our focus on published policy documents does not consider how policy development processes affect SDH/HE getting onto the policy agenda. In other research, we have conducted case studies on individual health policies identified as good practice on SDH/HE to examine the factors that enabled this to occur during policy development.
CONCLUSION
The Australian governments' health policies analysed in this research did frequently incorporate goals and strategies for intersectoral action. However, the majority of those strategies did not address SDH and health inequities, but instead proposed ways to extend individualized biomedical and behavioural approaches to health into other sectors. Where these strategies targeted specific disadvantaged or high-need groups they took a deficit-fixing rather than asset-building approach. A smaller sub-set of intersectoral strategies in each jurisdiction did address social determinants, but in ways mostly limited to changes in proximal environments, rather than change to policy settings affecting the broader distribution of social and economic resources. We found little evidence of engagement between the Australian health sector and those other policy sectors most able to influence systemic socioeconomic inequalities in consideration of policy change for reasons of health.
